that the recommendations in Annex 5 section 13 on obesity merit some additional comment. We agree with the recommendations made but would like to add the following.
As stated in Chapters 12 and 20, preoxygenation and intubation in the obese patient should be performed with the patient in the head-up or ramped position, with the tragus of the ear level with the sternum. This position improves the efficacy of preoxygenation 2 and thus maximizes the time before desaturation, 3 reduces the risk of reflux, and most importantly reduces the incidence of difficult intubation closer to that of the non-obese population. 4 5 Obesity is a weak risk factor for difficult intubation and the predictors of difficulty are generally the same as for normal weight patients. Increased work of breathing and early airway closure occurring during tidal ventilation would suggest that obese patients should not be allowed to breathe spontaneously for anything other than the shortest procedure. These patients will desaturate rapidly, so the time interval from induction of anaesthesia to assisted ventilation of the lungs should be minimized. Morbidly obese patients can be at increased risk of regurgitation and aspiration, which was implicated in 50% of deaths in the NAP4 report. As most will require assistance with ventilation, we would advise great caution with the use of supraglottic airway devices (SADs) in patients with a BMI of .35 kg m 22 . All these factors point towards a requirement for a secure airway and the Society of Bariatric Anaesthetists (SOBA) recommends tracheal intubation for the vast majority of general anaesthetics in the obese population. We believe that a tracheal tube should be the default airway, with justification required for the use of an SAD. Whenever possible, tracheal extubation in an obese patient should likewise be performed in the head-up position with the patient awake.
In the event of a failed intubation during rapid sequence induction, the advice is to follow the Difficult Airway Society (DAS) guidelines by allowing the patient to wake up. By its nature, NAP4 was not able to address the number of cases where an airway complication was avoided by following these guidelines. Traditional UK practice has been to teach our trainees to put the patient in the left lateral position as part of the failed rapid sequence intubation drill. However, this is not part of the DAS guidelines. 6 Our view is that in the event of a failed airway in a morbidly obese patient, it is safer to maintain the patient in the semiupright position rather than move to the left lateral. Given the increasing incidence of obesity in the population, we suggest that it might be time to review traditional teaching on this topic. Details of the body position of the obese patients discussed in NAP4 might be helpful to inform this debate. Moving the morbidly obese patient is extremely difficult, and one aspect of anaesthetic management is to have appropriate equipment and staff numbers to enable timely changes of position if these are required.
We agree that the presence of obstructive sleep apnoea or obesity hypoventilation syndrome should be actively sought. We would recommend the STOP-BANG screening tool for this purpose.
7 In patients with obstructive sleep apnoea or obesity hypoventilation syndrome, the use of sedatives or long-acting opioids should be avoided to minimize the risk of delayed respiratory depression and hypercapnic respiratory arrest in the postoperative period. Problems occur because of poor choice of technique, inadequate preparation, and lack of anticipation or plans for managing airway problems. We believe that morbidly obese patients should only be managed with experienced anaesthetists present, as part of an experienced team-in the same manner as other high-risk patients.
We agree that better training in the management of the obese patient is vital, particularly the recognition of potential comorbidities and airway difficulty. The points raised by NAP4 in this respect are well made. We suggest that management of the obese patient should become a training module in the intermediate part of the anaesthetic training curriculum. Reply from the authors Editor-We would like to thank the Society of Bariatric Anaesthetists (SOBA) for their very positive comments on fourth National Audit project (NAP4). 1 2 In addition to these, they suggest some lengthy additional recommendations. While much of the information presented by SOBA is included in the NAP4 report, this was not intended to be a textbook of anaesthesia and should not be regarded as a primary source of information on specialist topics within anaesthesia. The NAP4 report represents a description of the events reported to the project and analysis of issues pertinent to these cases. Analysis was performed by a broad selection of health-care professionals, drawn from a spectrum of disciplines. SOBA is a relatively young specialist society and was formed after the start of the NAP4 project and therefore, unfortunately, was not represented in the process. Some of their comments, particularly about airway device selection and spontaneous ventilation, although reasonable might not be supported by the broader anaesthetic community and need to be bolstered by clear scientific evidence. No doubt in due course SOBA will produce and justify their own guidelines and recommendations on the management of this challenging group of patients.
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